Pregnancy associated with an ovarian cyst is illustrated in Fig 10. On clinical examination the abdomen was found to be very much larger than the patient's dates would have suggested but a definite diagnosis was impossible. It is noteworthy that the cyst is deformed by the growing uterus.
I must stress that these pictures are selected and that it often takes as many as eight separate views before a diagnosis can be reached.
The Use of Ultrasonic Cephalometry by James Willocks MB MRCOG (Western Infirmary, Glasgow) All who practise obstetrics would welcome a safe and reliable method of foetal cephalometry. We have now made more than 300 measurements by the ultrasonic technique described by Professor Donald and it is our belief that we have found such a method.
When we started this work our principal object was to determine whether we could measure the foetal head accurately. We checked the ultrasonic biparietal measurement against the measurement made by a caliper after birth and found that the one was quite closely related to the other in cases where the ultrasonic measurement was made within a short time of delivery.
In addition to providing valuable information in cases of disproportion and to the pleasurable exercise of demonstrating a breech presentation where distinguished colleagues had noted 'Vertex, engaged', ultrasonic cephalometry offers the opportunity to study the growth of the foetal head during the later weeks of pregnancy, as from the thirtieth or thirty-second week onwards measurements may be made repeatedly. It is our practice to take measurements at weekly intervals where possible. We have followed the growth of the fcetal head from a biparietal diameter of 7 5 cm in the thirtieth week to 9 cm or more at term. The average rate of growth appears to be about 1-5 mm a week, growth being more rapid between the thirtieth and thirty-sixth weeks than between the thirty-sixth week and term.
Our present work, then, is a study of foetal growth in normal and abnormal pregnancy. We have observed cessation of growth in cases of post-maturity; in diabetes we have observed the difference between the typical 'diabetic baby'larger than would be expected from the duration of pregnancyand those babies in which the maternal diabetes had produced no abnormal growth effect.
Most interesting of all, we have found the growth of the fcetal head to be significantly retarded as pregnancy advances in some cases of pre-eclampsia and placental insufficiency. It may be that we shall be able to demonstrate cessation of feetal growth in some of these cases as a reliable sign of placental failure and an indication for delivery. When the diagnosis of placenta previa was last discussed by this Section (Proc. R. Soc. Med. 1959) one speaker said that placentography was a 'lot of dangerous nonsense' and another that 'the only certain way to diagnose a placenta praevia was to feel it'. However, diagnosis by vaginal examination is not infallible and is not without risks, and most obstetricians are grateful for ancillary aids provided they are safe, simple and reliable.
Placental localization using radioactive isotopes was first described by Browne in 1951. His technique depends on the exceptional vascularity of the placental bed, the distribution of radioactivity after intravenous injection of radioactive sodium being temporarily proportional to the blood content of the tissues. By using a highly sensitive and shielded scintillation counter instead of an unshielded Geiger counter it is possible to exclude most of the radiations from other vascular organs.
The use of a tracer of large molecular weight such as radioiodinated human serum albumin (R.I.S.A.) limits diffusion from the vascular compartment and increases the time available for the investigation. Although transfer of R.I.S.A. across the placenta to the foetus and liquor is insignificant, small amounts of free iodide may reach and be taken up by the foetal thyroid (Hibbard & Herbert 1960) . For this reason R. 1321.S.A., with a radioactive half-life of 2-4 hours, is preferable to R. 131I.S.A. which has a half-life of eight days.
Technique and Interpretation ofResults The technique has been described in detail elsewhere (Hibbard 1961 
Classification ofReports
In a review of X-ray placentography reports (Hibbard 1960) it was shown that in approximately one-third of cases the reports were of little or no clinical value and nearly half of these were misleading. This is in part due to lack of liaison between obstetrician and radiologist. One of the advantages of isotope localization of the placenta is that the technique is simple and easily performed by a clinician. The reports of the present series were therefore based on a classification suggested previously (Hibbard 1961 ) which relates the placental site to the subsequent clinical management of the cases (Table 1) .
Group 0, 178 cases (68*5 %): Localization incorrect in 2 cases; one patient had a placenta membranacea, the other a bilobulate placenta.
Group 1, 34 cases (13 1 %): The majority delivered spontaneously. In 2 cases Cwsarean section had to be performed because the placenta prievia was of greater degree than was predicted.
Group 2, 20 cases (77 Y%): The placenta prTvia was of uncertain extent, usually because the placenta was on the posterior wall of the uterus. In such cases vaginal examination may be necessary to reach a final decision and a supplementary erect lateral X-ray film of the pelvis is sometimes of value. Caesarean section was performed in 11 cases, but in 5 of these the indication was other than placenta prnvia. The remaining 9 patients were delivered vaginally. In 2 cases no placenta could be palpated on pelvic examination. Group 3, 28 cases (1O8 %): Diagnosis confirmed at the time of elective CQsarean section.
Comparison ofIsotope Localization and X-ray Placentography Reports of placentography results often give a false impression of the accuracy of the recommended procedure. Thus, in the review mentioned previously an indiscriminatenegativereport would have led to an error of only 4 2 %. A critical assessment of the value of different methods should therefore be limited to patients who are subsequently proved to have placenta pravia.
In the present series there were 82 cases of placenta prnvia with a failure of diagnosis in 2 (24%). In a further 2 cases the degree of placenta previa was underestimated.
This compares favourably with recent X-ray placentography series in Great Britain. Among the cases recorded by Watson et al. (1957 ) Law (1959 , Percival (1959) and Crawford & Sutherland (1961) , there was a total of 229 patients in whom placenta prwvia was subsequently demonstrated. A false negative diagnosis had been made in 17 (7 *4 Y.) of these.
Apart from the fact that isotope localization of the placenta gives as reliable, if not more reliable, overall results, it has a particular advantage in that it is accurate in certain circumstances which may defeat X-ray placentography, especially in cases in which there is a feetal malpresentation. Moreover, the technique avoids the risks of digital vaginal examination and of the operative procedures required for some X-ray techniques. Finally, using 50 utc R. 132I.S.A., the maternal and foetal gonads are exposed to only 1/200 and the fectal thyroid to only 1/8 ofthe radiations incurred in taking two X-ray films.
DISCUSSION
Professor J C McClure Browne (London) said that it was eleven years since he had read a paper on placental localization by means of radioactive sodium before the Society (Proceedings, 1951, 44, 715) . He congratulated Mr Hibbard on pursuing and developing this study. Although the method had been used routinely at the Hammersmith Hospital for twelve years he was not happy in sending home those women, who, following antepartum hemorrhage, were shown to have the placenta in the upper segment. It was found, as shown by Professor C H G MacAfee (J. Obstet. Gynwec. Brit. Emp. 1956, 63, 448) , that the foetal mortality was higher in those women who bled without placenta prnvia than in those with placenta previa. The policy at Hammersmith Hospital was to keep all these patients in hospital until delivery. Mr Robert Percival (London) congratulated Mr Hibbard on his presentation of a fascinating subject. He was in full agreement with all that had been said about the use of methods that would help to diagnose placenta praevia safely and as early as possible, preferably before the occurrence of bleeding. He noticed that in the list of indications Mr Hibbard had not mentioned 'high head'. In his own soft-tissue placentography series he had found this to be the commonest reason for suspecting placenta prievia; and by the term 'high head' he meant a head elevated above the brim and not merely resting on the brim unengaged. Even when there was antepartum heemorrhage as well as high head he found just as many cases without as with placenta praevia, indicating a real need for some other means of safe diagnosis.
Mention had been made of the danger of discharging patients who had bled and have had placenta prnvia excluded. But where bleeding had been minimal and not repeated Mr Percival had found it quite safe, both for patient and fetus, to send these cases home. Obviously where bleeding had been more serious, or repeated, the patient would be kept under close observation in hospital.
[Meeting to be continued]
